In paediatric surgery the prognosis is often difficult, and sometimes unpredictable. Cases considered to have a favourable prognosis may turn out to be fatal. Here are two urological cases at first thought hopeless but which had unexpectedly gratifying results after periods of seven and 19 years' follow-up.
Case Reports Case 1. A boy was born after caesarean section because of dystocia due to enormous kidneys. When he was 4 days old he had passed no urine and urethral catheterization showed that the bladder was empty. Though blood urea was normal, urography showed no dye concentration. At cystoscopy two normal-looking ureteric orifices could not be catheterized. Polycystic kidneys at first seemed the most likely diagnosis but thorough palpation revealed that the renal masses resembled hydronephrosis. Direct punctures drew 450 ml. of pale urine from the right kidney and 390 from the left. On the tenth day cystotomy was performed; through the right ureteric orifice catheterization and even dye injection using the Chevassu catheter with expanded tip proved impossible because of total atresia of the intramural ureter; injection was possible through the left orifice, followed by forceful catheterization, and finally uretero-pyelography (Fig. 1) . A side-to-side vesicoureteral anastomosis was performed on each side. A month later excision of the redundant pelvis and upper ureter was followed by uretero-pelvioplasty on the left side (Fig. 2) ; the renal parenchyma was barely 5 mm. in thickness. A fortnight later, on the right side, the same condition was encountered and the same procedure performed, but the vascular pedicle was much too long.
However, things went smoothly and on both sides a nephrostomy tube was left in situ in order to evaluate each subsequent recovery.
The right kidney became infected and had to be removed, but the left soon developed enough function to be able to sustain life (Fig. 3) , and the nephrostomy was closed. Cystostomy had to be performed and maintained for a while because of sclerosis of the bladder neck; this was excised later on. Some time later a young assistant decided that the baby would be more comfortable if he tried to close the bladder, but it leaked, and during a further attempt at closure all the scar tissue was removed.
* A paper read at a meeting of the British Associationof Paediatric Surgeons in Sheffield, July 1963.
The bladder became almost the size of a nut and soon leaked again, and the cystostomy has, therefore, had to become permanent.
The child remained in good health, and check-ups were made from time to time. When he was 4 years old, urography showed fairly satisfactory renal function but the bladder remained very small with massive reflux.
When he was 6i (Fig. 4) his condition was almost the same, but bladder capacity had increased. It now seems possible to perform an anti-reflux procedure (Hutch's being the easiest and safest), and the bladder neck will be excised and cystostomy suppressed.
At 7 years ( Fig. 5) 
